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Childhood Influenza Vaccination Coverage — 
United States, 2004-05 Influenza Season 


Children aged <2 years are at increased risk for influenza 
related hospitalizations, and children aged 24—59 months are 
more likely than older children to visit a clinic, hospital, ot 
emergency department with influenza-associated illness (/) 
In 2002, the Advisory Committee on Immunization Prac 
tices (ACIP) encouraged annual influenza vaccinations for 
children aged 6-23 months (and for household contacts of 
and out-of-home caregivers for children aged <2 years) (2). 
For the 2004-05 influenza season, ACIP strengthened its 
encouragement to a full recommendation (3). For the 
upcoming 2006-07 influenza season, ACIP has furthes 
extended its recommendation to include all children aged 
6—59 months (and their household contacts and out-of-home 
caregivers) (/). Others recommended to receive influenza vac 
cination include children aged 6-18 years who have certain 
high-risk medical conditions, are on chronic aspirin therapy, 
or who are household contacts of persons at high risk for 
influenza complications (/). This report provides an assess- 
ment of influenza vaccination coverage among children aged 
6—23 months during the 2004-05 influenza season. The find- 
ings demonstrate that vaccination coverage in that age group 
approximately doubled from the 2003-04 influenza season, 
with substantial variability among states and urban areas. How 
ever, the percentage of fully vaccinated children remained low, 


underscoring the need for increased measures to improve 


pediatric vaccination coverage and ongoing monitoring of 


coverage among young children and their close contacts. 


lhe findings in this report are based on data from the 2005 
National Immunization Survey (NIS), which provides estimates 
of vaccination coverage among noninstitutionalized children 


aged 19-35 months at the time of household interview.” 





NIS is an ongoing, random-digit—dialed telephone survey of households 
ae ; : , ' , 
followed by a mail survey of all of the children’s vaccination providers to obtain 


vaccination data 


For the 2005 reporting period, NIS included children born 
during February 2002—July 2004 with adequate provider data. 
The survey was conducted in all 50 states and selected urban 
areas’ (4,5) (Table). Complete influenza vaccination histories 
were obtained from children’s vaccination providers. 

[wo measures of childhood influenza vaccination coverage 
for the 2004—05 season are reported: 1) receipt of 1 or more 
doses of influenza vaccine during September—December 2004 
and 2) full vaccination (based on ACIP recommendations for 
2 doses of influenza vaccine for children who had not received 
vaccine for a previous influenza season and | dose for chil- 
dren who had received influenza vaccine for a previous season) 
(/). Children were considered fully vaccinated if they had 


1) received no doses of influenza vaccine before September 1, 





npled by the in 2005: Alameda and 
1 the envel orado irca CONSIStI 
Louis County and cit 
separately san pled by 
t separatel pled in 2005 but are included 
n Diego and Santa Clara counties, California; Miami 
rida; Orleans Parish, Louisiana; Boston, Massachusetts; and 
Indiana. Although Orleans Parish, Louisiana, was initially 
1 2005, estimates are not available because of nterruptions in 


vement of the population, and difficulty locating provider 


h of Hurricane Katrina 
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2004, but then received 2 doses from September | through 


> 


the date of interview or January 31, 2005 (whichever came 
earlier), or 2) received | or more doses of influenza vaccine 
before September | and then received | or more doses during 
September—December 2004. Analyses for both measures 
included only those children who were aged 6-23 months 
during the entire span of September—December 2004. Data 
were weighted to adjust for households with multiple tele 
phone lines, household nonresponse, nonassessment of house- 
holds without telephones, ind known population control 
estimates. 

During the 2005 NIS, the household survey response rat 
was 65.1%; health-care provider vaccination records were 
obtained for 17,563 children (63.6 aged 19-35 months 


rol whom household interviews were completed. Of those 


children, 12,056 (68.6%) (unweighted sample size) met the 


we criteria for this assessment. Of these, 33.4% (95% confi 
dence interval [Cl +1.4) had received 1 or more doses of 

} = 1 . 1 
influenza vaccine, an +1.1) were fully 
nated (Table); c nt 1G of those receiving « 
| dose during th 

- a 

a second dose mparis verage estimates 
ZUU5—U4 season were 5 ( or more doses of influenza 


and 6.4% 


+3.4) in Detroit 
: si 
sachusetts ( lable 


Reported by: /A S$ 
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TABLE. Influenza vaccination-coverage levels among children aged 6-23 months,” by state and selected urban areat — National 
immunization Survey (NIS), United States, September—December 2004 





Unweighted 


State/Urban area sample size 


Fully 
vaccinated" 


% (95% Cl) 


1+Flus 
% (95% Cl**) 





Fully 
vaccinated" 


% (95% Cl) 


1+Flu’ 
(95% Cl**) 


Unweighted 
sample size % 





State/Urban area 





United States 
Alabama 
Jefferson County 
Alaska 
Arizona 
Maricopa County 
Arkansas 
California 
Alameda County 
Los Angeles County 
San Bernardino County 
Colorado 267 
Denver 135 
Connecticut 15 
Delaware 
District of Columbia 
Florida 


Duval County 


12,056 
293 
144 
122 
303 
157 
111 
567 
143 
151 


107 


Georgia 
Fulton/DeKalt 

Hawaii 

Idaho 

Illinois 
Chicago 

Indiana 

iowa 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Baltimore 

Massachusetts 

Michigan 
Detroit 

Minnesota 

Mississip¢ 


Missour 
St. Louis County and city 1 


33.4 +1.4 
31.3 +8.7 
27 +8.0 
31 +8.9 
26.7 +5.7 


<o.* 


19.6 


17.8 +1.1 


2A 
4 + 





Montana 
Nebraska 
Nevada 
Clark County 
New Hampshire 
New Jersey 
Newark 
New Mexico 
New York 
New York 135 
North Carolina 154 
North Dakota 195 
Ohio 451 
Cuyahoga County 168 
Franklin Cou 
Oklahoma 
Oregon 
Pennsylvania 
Philadelphia County 
Rhode Island 
South Carolina 


South Dakota 


178 31.1 
150 53.8 
254 11.8 
136 9.1 
159 42.4 
340 36.6 
172 
153 
299 


+7.8 
+9.1 


| 4+ #H H 
ofl WOW WI 
N > 


\+ + 

1S 

Ww 
nh «a 


H+ 
NOOO VU 


omn + hr 
= Oo 


+ 


oo WN ND PY 
+ 


i+ 
<e) 
+ 
a ® 


\+ 
—~Oon ® 


er) 
° 
w 
+ 


ui 
+ 


a= 
oO 

+ 
oN 


J 
o 
I+ 
mmrhmo = + 
i) 
at 
+ 


aonwWNh — 
\+ 
oO D 
o—- On 
> mM 
oo 
I+ + + 
oN © 
N 


on™ 


nty 
ty 


$)) 
uo 


, = 


& 
onhun 


—_ NO 
“IM N 
Sw o- 
owm- n= o 


m WwW 
\+ 


NN 
> ¢ 
mM wy & ® 


D oO 
or © 
+ 


I+ 


NOD © OI ® 


Tennessee 


QD W 
IN = 
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Davidson County 


NM 

oS 
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Shelby County 


yo O00 ON + - O 


Texas 


co 
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1 
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I+ 
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Dallas County 
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,ounty 
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Washington 
King County 
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45.4 

NA 

18.8 + 
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Wyc 0) 
vVvyoming 





*N = 12,056 These m 


Juring 


unweighted) 


who were aged 6 23 months 


Five new areas were sampled 


yf Adams, Arapahoe, Denver 


by the NIS in previou ars were 


California; Miami-f 


not licensed for use in children 


} ] 
influenza child: 


2004 
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easures 0 


separ 


and De 


f influenza v 
the entire 


da 


ately by the NIS in 2005: Alame 
unties; St. Louis County and ¢ 
2005 hut 


iglas CO 
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in 2005, estimates are not available bec 


f Hurricane 


Katrina 
during 


11) received no ak 


accination 
January 31 


December 


+ vears, the supply ot 


1 


) the 


3 months for 
irectly attected by the 
()7 


2006 influenza 


accination coverage 


are 


September 


of influenza vaccine before September 1 


represent a subset of children included in the 2005 NIS. Only those children 


period of September—December 2004 and who had provider-verified vaccination records are included 
and San Bernardino counties, California; the Denver, Colorado, area consisting 
y, Missouri; and Clark County, Nevada. Six urban areas sampled separately 


included in statewide estimates: San Diego and Santa Clara counties 


Louisiana; Boston, Massachusetts; and Marion County, Indiana. Although Orleans Parish 
ause of interruptions in telephone service, movement of the population, and 


December 2004 
2004, but then received 2 doses 
received 1 or more doses of influenza vaccine before September 1, 2004 


season indicate that approximately 100-115 million doses of 


influenza vaccine likely will be available. 


The substantial variability in influenza vaccination cover- 


) 


age for children aged 6-23 months by state and urban area is 
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routinely recommended during September 2004—January 2005, whereas NIS estimates 


s likely attributable to several factors. for 1 or more doses included vaccinations administered dur 

of programmatic and provider impl« ing September—December 2004. Third, BRFSS estimates are 

ved in the first year after a new ACIP rec based on parental report, which might result in overestimates, 

ly, parental awareness, attitudes whereas NIS estimates are confirmed by provider-reported 

ccination services for children also data. A recent study reported that among children aged 6-23 

he influenza vaccine shortage that months whose parents reported they had received influenza 

05 season affected communities vaccination, only 65.8% actually had been vaccinated, accord 
rreater mM al s between ing to medical records (/0 

lhe findings in this report are subject to at least four limi 

tations. First, NIS is a telephone survey; although statistical 

adjustments compensate for nonresponse and households with 

out telephones some bias might remain. Second, NIS relies 


on provider verified vaccination NIstories; incomplete record 


' ' ’ j ] 
KCCpIng O1 incomplete reporting D\ providers might result in 


1 ] 
underestimates of vaccin: 1 coverage. Third, the estimates 


in this report count | uenza vaccinations administered dui 
] j | 

ing the primary vaccinat eriod and thus underestimate 

entire season Co\ [ he extent that vaccination late in 


le season OCCU! 1, particula ror fully vaccinated cove! 
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Influenza and Pneumococcal 
Vaccination Coverage Among 
Persons Aged >65 Years — 
United States, 2004-2005 


Vaccination of persons at increased risk for complications 
from influenza and pneumococcal disease is a key public health 
strategy in the United States. During the 1990-1999 influ 
enza seasons, approximately 36,000 deaths were attributed 
annually to influenza infection, with approximately 90% of 
In 1998, 


deaths occurring among adults aged >65 years 


an estimated 3,400 adults aged >65 years died as a result of 


invasive pneumococcal disease (2). One of the Healthy Peopl. 


2010 objectives is to achieve 90° coverage of noninst! 


tutionalized adults aged >65 years for both influenza and pneu 


mococcal vaccinations (objecti 3). To assess progress 
toward this goal, this report examines vaccination coverag¢ 
for persons interviewed in the 2004 and 2005 Behavioral Risk 
Factor Surveillance System (BRFSS) surveys. The 2004-05 
influenza season was characterized by an influenza vaccine 
shortage. As a result, the Advisory Committee on Immuniza 
tion Practices (ACIP) issued recommendations that influenza 
vaccine be reserved for persons in priority groups, including 
persons aged >65 years, and that others should defer vaccina 


ron until supply was Sufficient #). The results of this assess 


ment indicated that, overall, influenza vaccination coverage 

was lower in the 2005 survey vear than in 2004, whereas pneu 
] ] 

mococcal vaccination coverage was nearly unchanged from 


2004 to 2005. In both years, influenza and pneumococcal 


vaccination coverage varied from state to state. Continued 
measures are needed to inc rease the proportion ot older adults 
who receive influenza and pneumococcal vaccines; health-care 
providers should offer pneumococcal vaccine all year and 
should continue to offer influenza vaccine during December 
and throughout the influenza season, even after influenza 
activity has been documented in the community. 

BRFSS is an ongoing, state-based, random-digit—dialed tele 
phone survey of the U.S. civilian, noninstitutionalized popu 
lation aged >18 years. All 50 states, the District of Columbia 
(DC), and three U.S. territories participate in the survey. In 
2004 and 2005, respondents were asked, “During the past 12 
months, have you had a flu shot?” and “Have you ever had a 
pneumonia shot?” The median state/area CASRO response 


770 


rates were 52.7% (range: 3 0—66.6%) in 2004 and 51.1% 
range: 34.6%-—G67.4%) in 2005 (5,6). In 2004, a total of 
303,822 persons responded, of whom 68,514 (22.6%) were 
aged >65 years; in 2005, a total of 356,112 persons responded, 

4 £0 


of whom 87,351 (24.5%) were aged >65 years. Respondents 


who reported unknown influenza (0.3% in 2004 and 2005) 


or pneumococcal (3.1% in 2004 and 3.5% in 2005) vaccina 
tion status were excluded from the analysis. In addition to 
vaccination coverage for 2004 and 2005, a secondary analysis 
of influenza vaccination restricted to persons intery iewed dur- 
ing January—June of each survey year was conducted because 
the majority of these persons were reporting specifically on 
vaccination received during the preceding September through 
December; thus, they would have received vaccine for a single 
influenza season. Vaccination levels were estimated for the 50 
states, DC, Puerto Rico, and the U.S. Virgin Islands. Hawaii 
did not report data to BRFSS in 2004. Data were weighted 
by age, sex, and race, adjusting for probabilities of selection, 
not having a landline telephone, and nonresponse, to reflect 
the estimated adult population. Overall vaccination coverage 
was calculated as the weighted mean of state percentages. Sta 
tistical software was used to calculate percentage estimates and 
95% confidence intervals (Cls). 
Overall, in 2004, 67.6% (CI = 66.9%-68.3%) of respon 

dents aged >65 years reported having received influenza vac- 
cine during the preceding 12 months. Vaccination coverage 
levels ranged from 35.3% (Puerto Rico) to 78.8% (Colorado), 
with a median of 67.9% (Table). In 2005, 63.3% (CI 
62.7% —64.0%) of respondents aged 65 years reported hav- 
ing received influenza vaccine during the preceding 12 months. 
Vaccination coverage levels ranged from 32.0% (Puerto Rico) 
to 78.2% (Minnesota), with a median of 65.5%. The median 
change in influenza vaccination coverage from the 2004 to 
the 2005 survey was -5.1%. In 16 states, the decline in influ 
enza vaccination coverage was statistically significant (p<0.05). 


In 13 of the 16 states, the coverage decline was <10%. 
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TABLE. Percentage of adults aged >65 years who reported receiving influenza vaccine during the preceding 12 months and 
percentage of adults aged >65 years who reported ever receiving pneumococcal vaccine, by state/area — United States, Behavioral 
Risk Factor Surveillance System, 2004-2005 


Influenza vaccine Pneumococcal vaccine 
2004 2005 9 2004 2005 ° 


° ° 

State/Area (95% Ci*) (95% Cl) difference (95% Cl) (95% Cl) difference 
A 69.6) 10.8 (57.0-64.5 -8.21 30.1 (56.4—63 8) { (58.0-65.6) 
1.7 1 53.5 (48.7-65.4) 51.2 (53.3-68.5) 

(64.2-72.7 5 (61.2-69.3) 

(58.7-65.2) 57.4 (54 


(59.3-67.6) } (57 
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Overall during the first 6 months of 2004, 73.8% (CI 


72.8%-74.7%) of respondents aged >65 years reported hav 


ing received influenza vaccine, compared with 64.0% (CI 
63.1%—64.9%) of respondents aged >65 years in the first 
6 months of 2005. Vaccination coverage in the first half of 2004 


ry 


ranged from 38.2% (Puerto Rico) to 82.5% (Colorado), with a 


0 


median of 75.2 and in the first half of 2005 from 36.9° 


(Puerto Rico) to 80.2% (Minnesota), with a median of 65.5%. 
Influenza vaccination coverage decreased in all but two states 
areas; the declines ranged from 23.7% to 3.2%, with a median 
of 12.0%. The decline in coverage was statistically significant 
in 44 states, and was <10% in nine of the 44 states. 

In 2004, the overall proportion of respondents aged 65 
years reporting ever having received pneumococcal vaccine 


was 63.4% (CI = 62.7%-64.1%). Vaccination coverage ranged 


) 


from 32.7% (Puerto Rico) to 71.6% (Montana), with 


median of 64.6%. In 2005, the overall proportion of respon 


t 


dents aged 65 years reporting ever havi eceived pnheumo 


. Vaccination 
7% (North 


ss beatin : 
o. In three states, the increase 


coccal vaccine was 63.7% (Cl = 63.1%-—64.4% 


) >( 


coverage ranged from 26.5 Puerto Rico) to 


| a Ae 
Dakota), with a median of 65. 
In pneumococc il vaccination coverage from 2004 to 2005 


was statistically significant, whereas one sta ad a statisti 


cally significant decline in pneumococcal vaccination cove! 


In the three states with a significant 
increase in coverage, the increase ranged from 6.8 
is 
\mong persons aged >65 years vaccinated against influenza, 


22.8% in 2004 and 20.6% in 2005 reported never having 


received pne umococcal vaccine. 


Reported by: A/C / 
Svcs D \ 


NOS? / himabu Vf) EIS Off 


Editorial Note: These BRFSS data indicate that among pet 


SONS aged 65 years, overall influenza vaccination Coverage 


from 2004 to 2005, whereas 


] aA > 20 
declined from 67.6 to 63.3 
pneumococcal vaccination coverage was nearly unchanged 


63.4% and 63 Both influenza and pneu 


é 
mococcal vaccination levels among adults aged >65 years 
remain below the Healthy People 2010 objective of 90% cov 


erage nationwide 


Estimated influenza vaccination coverage for the first 


6 months of each year Suggests that adults wed 65 vears 


were affected by the 2004—05 vaccine shortage, with a 
median coverage decline of 12.0% from 2004 to 2005. 
\pproximately 61 million doses of influenza vaccine were pro 


he 2004-05 influenza season, compared with 


duced during t 
95 million and 87 million doses during the 2002-03 and 
2003—04 seasons, respectively. Although the supply interrup 
tion reduced influenza vaccination coverage in priority groups 


compared with the previous year, high levels of coverage none 


theless were achieved by diverting available vaccine to priority 
groups. [his measure was supported by a special nationwide 
BRFSS survey administered and analyzed monthly to moni 
tor vaccine uptake by priority groups. 

Management of the 2004—05 influenza season vaccine short 
age was complicated by the lack of a centralized system to 
manage information on vaccine ordering and receipt from all 
manufacturers and distributors. Recurring vaccine supply con 
cerns during the 2005—06 influenza season, resulting trom 
one vaccine manufacturers inability to produce as much vac 
cine as originally planned, again highlighted the challenges 
posed to influenza vaccination with few manufacturers pro 
ducing the vaccine. During the 2006-07 influenza season, 
three manufacturers will be providing trivalent inactivated 
influenza vaccine, and a fourth will continue to supply live 
attenuated influenza vaccine (licensed for use in persons aged 
5—49 years with no underlying medical conditions), thereby 
reducing vulnerability to supply or distribution challenges. 
CDC is working with manufacturers and distributors to 
improve the availability, timeliness, and completeness of a 
vaccine-supply tracking system first initiated during the 
2004—05 influenza season. 

Even during years with limited influenza vaccine availabil 

millions of doses remain unused at the end of the influ 
enza season: in each season since 2000-01, 4%-1 ot 
influenza vaccine doses produced were not distributed (CD¢ 
unpublished data, 2006). Because influenza activity often does 
not peak until January or later, ACIP and CDC recommend 
providers continue to oftet influenza vaccine 
to patients during December and later months. The National 
Influenza Vaccine Summit will promote the importance of 
continuing to offer influenza vaccine after the optimal period 
of October-November. In addition, expanding the produc 
tion capacity of influenza vaccine manufacturers is needed to 
ensure availability of influenza vaccine and vaccination before 
the start of influenza virus circulation 
On the basis of data from the National Health Interview 
Survey (NHIS), pneumococcal vaccination coverage increased 


by 32% (from 42.6 


0) among persons aged >65 


0 0 


to 56.3 
years from 1997 to 2005, but coverage has remained nearly 
unchanged since 2002 (56.2%).* In the 2004 and 2005 BRFSS 


lv 20% of persons aged >65 years who 


surveys, approximat 
said they received influenza vaccine reported never having 
received a pneumococcal vaccination, indicating missed 
opportunities for pneumococcal vaccine administration at the 
time of influenza vaccination. Offering pneumococcal vac 
cine with influenza vaccination should facilitate improvement 


In pneumococcal vaccination coverage. 
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and Missouri, 2005 


. ' 
Infection with S/igell. e7 that 1s resistant to antibiotics 


nar 


li} 


2005 BRESS 


commonly used in pediatric practice has becor more com 
mon during the past decade (/). In 2005, Kansas, Kentucky, 


: 1 Mj ; , 1 incr + Lsoell . 
ana ivilssourl reported In SC In SNICCHOSIS CASES ASSOC1IATCC 


lay care centers caused predominantly by n 
resistant (MDR) (i.e. istant to ampicillin and trimethoprim- 
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If y) L, aaa ] { ‘ tt n ) ] 
ilfamethoxazole \ trains of S. sonnei. Pulsed 


er . 4 f 
eld gel electrophoresis PFGI al tor isolates from 


Kansas and Missouri were similar, suggesting a common out 
break in the Kansas City a whereas isolates from Kentucky 
lescribes the investigation 


ol two outbreaks of MDI shig llosis issociated with day care 


had a different pattern 


ind reviews ni ror prevention and control of 


nei infection in these settings. Given the current rates of 


: 
tance to antibiotics available to treat children with shigello 


1 


Acknowledgment SIS safely, public ne: Ith measures in tiated during shigellosis 
outbreaks should focus on promoting appropriate hand 
washing and diapering practices in day care centers. 

References Shigellosis is a reportable disease in all three states. A con- 
firmed case is defined as illness in a person with S. sonnei iso- 
lated from a clinical specimen, and a probable case is defined 
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Case Reports 

Kansas City Metropolitan Area (Kansas). During May 
1—December 31, 2005, a total of 201 confirmed S. sonnei 
infections were reported among residents of the Kansas City 
Metropolitan Area (Kansas) (Figure 1). Median age of patients 
was 7 years (range: 1-70 years). Among patients aged <10 
years, 66 (51%) were female; among patients aged >18 years, 
+1 (80%) were female. Information about patient exposures 
to day care settings was not collected. The Kansas Depart- 
ment of Health and Environment Laboratory conducted 
antimicrobial susceptibility testing on 60 isolates; 53 (88%) 
isolates were resistant to both ampicillin and TMP/SM<xX, eight 
(13%) were resistant to ampicillin/sulbactam, and none were 
resistant to ceftriaxone, gentamicin, or ciprofloxacin. 

Kansas City Metropolitan Area (Missouri). During May 
1—December 31, 2005, a total of 645 confirmed and 85 prob- 


able shigellosis cases in the Kansas City Metropolitan Area 


(Missouri) were reported to the Missouri Department of 


Health and Senior Services (Figure 1). The median age of pa- 
tients was 6 years (range: 0—G7 years). Overall, 532 (74.0%) 
infections occurred among children aged <10 years; 255 (48%) 
were among females. Among 157 patients aged >18 years, 
117 (74.5%) were female. A total of 42 licensed day care cen- 
ters each had one or more cases of shigellosis among attend- 
ees. Routine surveillance data indicated that 36% of patients 
or one of their household members had attended a day care 
center; however, a random sample of 10 patients who were 


2% of patients or 


reinterviewed indicated that an estimated 8 
one of their household members might have had exposure to 
a day care center. Antibiotic susceptibility testing of 28 iso- 


lates was performed by the National Antimicrobial Resistance 


FIGURE 1. Number of cases of Shigella sonnei infection, 
by week of illness onset — Kansas City Metroplitan Area, 
May 1—December 31, 2005 


Day and month 


Monitoring System (NARMS) Laboratory; 25 (89%) were 
resistant to ampicillin and TMP/SMX. No resistance to 
ceftriaxone, ciprofloxacin, or nalidixic acid was observed. 


Kentucky. During May 1—August 31, 2005, a total of 148 


confirmed cases of S. sonnei infection were reported in Fayette 


County (Figure 2), which represented a 42-fold increase above 
the previous 5-year baseline. The median age of patients was 
+ years (range: 0-61 years); among children aged <10 years, 
59 (50%) were female. Among adults aged >18 years, 18 (78%) 
were female. A total of 137 (93%) cases occurred among 
attendees, their family members, or staff at 16 day care cen- 
ters in Fayette County. Twelve isolates underwent antimicro- 
bial susceptibility testing at the University of Kentucky; all 
were resistant to ampicillin and TMP/SMX, and none were 


resistant to ceftriaxone or ciprofloxacin. 


Control Measures 


In all three states, local public health agencies conducted 
case investigations and met with day care center staff to pro- 
mote handwashing and observe diapering and food prepara- 
tion practices. In Kansas, local public health agencies used 
Glo-Germ'’ (DMA International; Moab, Utah) kits to edu- 
cate students and staff about proper handwashing techniques. 
All three states require exclusion of children with shigellosis 
from day care centers until documentation indicates no 
S. sonnei in two consecutive stool cultures obtained >24 hours 
apart and >24 hours after completing antibiotic treatment. In 
Kentucky, four day care centers voluntarily stopped accepting 
new admissions for 1 week to protect new enrollees in day 
care centers that experienced ongoing transmission despite 


intensive measures to modify and monitor hygiene practices. 


FIGURE 2. Number of confirmed cases of Shigella sonnei 
infection, by week of illness onset — Fayette County, Kentucky, 
May 1—August 31, 2005 












































Day and month 








MMWR 


October 6, 2006 





the earliest stages of the outbreaks, public health alerts 


cribing the outbreak, providing information about shigello- 
nd promoting handwashing were distributed to day care 
schools, and the general public in affected counties in 

e.g., distributed through retailers), letters, and press re 
Health-care providers in all three states were informed 

il S. sonnei antibiotic-resistance patterns and advised to 
ind treat patients with shigellosis with appropriate anti 
during the outbreak. Despite the early implementa 


of these measures the outbreaks persisted for several 


hs, lasting through the summer in Kentucky and into 


winter in Kansas and Missouri 
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enter attendees and food handlers (5). Surveillance data 
timicrobial resistance among all S. sonnei isolates 
ed by NARMS during 1999-2003 indicated that 80% 
isolates were resistant to ampicillin and 47% to TMP 
38% were resistant to both drugs (6). In the two out 


described in this report, resistance to both ampicillin 


and TMP/SMX was 89%, complicating shigellosis treatment 
in these communities. 

Although ampicillin and TMP/SMX have been the drugs 
of choice for treatment of shigellosis, current resistance pat- 
terns limit the use of these antibiotics. Fluoroquinolones are 
an effective alternative for adults but are not approved by the 
Food and Drug Administration for shigellosis treatment in 
children aged <18 years. Macrolides, particularly azithromycin, 
also are recommended by the American Academy of Pediat- 
rics for treatment of shigellosis, although data about clinical 
effectiveness are limited, and no standardized guidelines for 
monitoring azithromycin resistance among shigellae are cur- 
rently available (7). In addition, azithromycin is excreted in 
stool over an extended period. Follow-up stool cultures will 
not yield accurate results until azithromycin is no longer 
being excreted; therefore, the time required for follow-up test- 
ing might be prolonged (8). 

The emergence of MDR shigellosis highlights the impor- 
tance of prevention and rapid control of outbreaks. Appro- 
priate handwashing and diapering practices are critical in 
minimizing the transmission of shigellosis in day care centers 
(9). Scheduling handwashing sessions on arrival at the day 
care center, before meals, or after playing outdoors; supervis- 
ing handwashing among young children; and eliminating 
water play areas have been used to reduce the spread of shigello 
sis within day care centers and to the community (/0). Form 
ing cohorts of convalescing children (e.g., asymptomatic 
children who are culture-positive), by allowing them to at- 
tend the day care center but excluding them from interacting 
with other well children, also has been used to control out 
breaks associated with day care centers; however, state regula- 
tions in these three states do not allow such measures. Given 
the current rates of resistance to ampicillin and TMP/SMX, 
the uncertain safety of administering fluoroquinolones to chil- 
dren, the difficulties in monitoring azithromycin resistance, 
the absence of an appropriate vaccine, and the unclear 
benefits of exclusion policies in day care centers, public health 
measures should focus on prevention of shigellosis outbreaks 
through appropriate hygiene practices and, where possible and 
allowed by state regulations, forming cohorts of convalescing 


children in day Care centers. 
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CDC's 60th Anniversary 


Director’s Perspective — 
William H. Foege, M.D., M.P.H., 
1977-1983 


Expansion of Public Health 


Modern public health began 210 years ago, in 1796, when 
Edward Jenner, using material from a cowpox lesion on the 
hand of Sarah Nelmes, vaccinated James Phipps. A later 
attempt to give Phipps smallpox demonstrated his immunity, 
and the vaccination era had begun. Although Jenner lacked 
our understanding of viruses, the immune system, or 
vaccinology, his clinical observations had convinced him that 
milkmaids were protected from smallpox because of their pre- 
vious exposure to cowpox, and he acted to see if nature could 
be replicated. 

David Sencer reported on the conclusion to the smallpox 
saga in his Director's Perspective (/), describing how Jenner's 
actions were taken to their logical extension during the small- 


pox eradication program in the 1960s and 1970s. CDC con- 


tributed more than 300 workers to this global effort, many of 


them assigned to the World Health Organization for deploy- 
ment throughout the world. The importance of this event in 
the collective energy that defined CDC in 1977 cannot be 


overstated. Workers at CDC believed they could make a dif- 





In commemoration of CDC’ 60th Anniversary, MMWR 
1s departing from its usual report format. This is the second 
in a series of occasional commentaries by directors of CDC. 
The directors were invited to give their personal perspectives 
on the key public health achievements and challenges that 


occurred during their tenures. 











ference. They thought globally, understood teamwork, and 
were proud to be part of the organization. 

For much of the past 210 years, public health has been syn- 
onymous with combating infectious diseases. As Sencer points 
out, although public health had made excursions into occu- 
pational health and environmental health, nutrition, birth 
defects, smoking, and even family planning, the focus was 
predominantly on the prevention and control of infectious 


diseases. However, interest in the health of the public increas- 


ingly required concern over the toll of chronic diseases, expo- 


sure to chemical toxins, the role of intentional and 
unintentional injury, and the interaction of many risk factors 
beyond microbes. Public health was changing, and so were 


the demands on CDC. 


Changing CDC Priorities and Structure 

In 1977, an invitation went out to health workers in cities, 
counties, states, academic institutions, industry, government, 
and global organizations to provide suggestions regarding what 
CDC needed to do in its pursuit of three objectives: 1) reduc- 
ing unnecessary suffering, 2) reducing premature mortality, 
and 3) improving life quality. Hundreds of responses and thou- 
sands ot suggestions were receiv ed and assembled into catego- 
ries by a team led by Seth Leibler. 

Next, an outside committee, with J.D. Millar acting as liai 
son to CDC, was asked to consider these suggestions, along 
with patterns of morbidity and mortality in the United States 
and to provide guidance on the highest future priorities for 
CDC. The committee determined that mortality figures 
often were misleading in defining the importance of a health 
problem. At CDC this led to the use of “Years of Potential 
Life Lost,” a concept used subsequently in many publications. 
Age 65 was accepted as the age for comparison, not because it 
defined the median or the desired, but because age 65 was 
commonly used in the reporting of global statistics. The com- 
mittee recommended a dozen priorities for CDC. 

During two retreats, managers at CDC considered the pri 
orities to see whether they could support them. They accepted 
all 12 recommendations and, in the course of discussion, added 
an additional three for a total of 15 priorities for CDC to 
pursue. 

Having agreed on objectives, priorities, and the need to 
expand CDC’s activities, the difficult task of reorganizing the 
agency remained. In preceding years, every outbreak investi- 
gation had required matrix management, with experts drawn 
from epidemiology, statistics, laboratory sciences, and other 
disciplines to find the solution. With expanding priorities and 
the need for many additional forms of expertise, the solution 


of public health problems required a new structure. A new 
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dient was a director in each center who defined a path 
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rkers were eager to follow. CDC was reorganized into 
t centers (e.g., Infectious Diseases, Occupational 
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id poisoning in children provides in exan 


cessful intervention for a problem not involving infectious 
disease. Leaded gasoline and paint exposed thousands of chil- 
dren to harmful levels of lead. The development of an inex- 
pensive and rapid test in the 1970s made possible the screening 
of children, resulting in better surveillance, treatment, and 
prevention measures. The number of children with high lead 
levels was reduced, and the health and collective intelligence 


ol subsequent cohorts of children was improved (8). 


Redefining the Unacceptable 


In the infectious disease field, immunizations have been both 
highly effective and cost effective and have resulted in the pre- 
vention of diseases that were leading causes of death a century 


| 


1977, with the support of the White House and the 


ago In I 
Department of Health, Education, and Welfare, new mea- 
sures were taken to improve immunization rates. Many have 
noted that public health is constantly redefining the unac 
\ quarter century ago the objective of 90% school 
age immunization coverage with common ¢ hildhood vaccines 
was regarded by many as too ambitious. | hat objective proved 
able but still insufficient, as researchers determined that 
vels of immunization coverage must be reached by ag 

o achieve optimal disease 
1978, improvements in immunization rates led to the 


possibility of interrupting measles transmission in the United 


States. Some thought this unachievable and believed pursu 
ing such an objective would only harm the reputation of CD¢ 
Others felt the true barriers would not be determined unless 
this ultimate objective was selected; consequently, CDC set a 
goal of interrupting indigenous measles transmission. Month 
by month, every measles solution revealed a new problem, 
] ] . 4 
including transmission among military recruits (solved by 
‘ ti » all rT ' y }] t hj ‘ lay . 
vaccinating all recruits regardless o story), In Gay Care cen 
' ' | | 1] y | vel n > t | > no | 
ters, preschools, colleges, and even in unexpected settings such 
;, 
| | | 


| | | | | 
as stadiums or theme parks. Ultimately, when every other prob 


lem appeared solved, a final barrier was uncovered, namely 
tne importation of measles into the United States on an aver 
age of twice a week. Today, implementation of measles 
immunization programs around the world continues to de- 
crease the rate of importation into the United States. Mean 
while, in 2003, measles was declared no longer endemic in 
the Americas (9), and in the United States, rubella was 
declared no longer endemic in 2005 (/0). 

In 1981, the most devastating of the emerging infections 
which would become known as human immunodeficiency 
virus (HIV) infection, was described in MMWR. During the 
following months, CDC investigators of sexually transmitted 
diseases under the leadership of Paul Weisner, and later agency 
wide investigators headed by Jim Curran, devoted more 


resources to understanding HIV and acquired immuno- 
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deficiency syndrome (AIDS) than any other investigation in 


CDC history. Two years later, even before a virus had been 
isolated, the CDC team was able to outline in MMWR, on 
the basis of epidemiologic evidence, what was known about 
transmission and what could be done to reduce transmission 
rates. Their recommendations were remarkably accurate and 
reinforced by later findings. The frustration of the early years 
was gaining insight into transmission dynamics but having 
inadequate screening techniques for risk reduction. For ex- 
ample, with the second clinical report of HIV involving a 
person with hemophilia, the team knew the virus would pose 
risks for recipients of blood transfusions in general, yet no 
specific screening technique existed to identify contaminated 
units of blood. The only recourse was exclusion of groups as 
blood donors, based on risk factors. In later years, after a screen- 
ing test for HIV infection was developed and implemented, 
frustration changed to disappointment as scientists found 
themselves able to understand HIV/AIDS transmission pat- 
terns but still faced with the difficulties of altering human 
behavior. 

As CDC expanded beyond infectious diseases, new surveil- 
lance systems were developed for chronic diseases and risk 
factors that are followed inevitably by health impairments. 
CDC continued to document the impact of smoking on health 
but also worked on how best to educate the public and how 
to evaluate the value of school health curricula. In addition to 
smoking, work on heart disease, cancer, and obesity required 
expertise in nutrition, exercise, and human behavior, leading 
to a need for more public health workers trained in the social 
sciences. The methods used for infectious disease surveillance 
not only had relevance for determining risk factors for chronic 
diseases but also for violence and injuries. Three of the top 
five causes of years lost prematurely involved homicide, sui- 
cide, and unintentional injuries. Creative work was done to 
define measures for preventing violence and injuries. The 
groundwork was set for the future establishment of the 


National Center for Injury Prevention (//). 


Science Versus Politics 


Every public health decision involves political decisions. 
A price came with CDC’s expansion beyond infectious dis 
eases, which generally do not have a group of persons who 
benefit from the disease and are lobbying to reduce control 
efforts. With infectious diseases, public health decisions usu 
ally can be based on the best science available; this is not 
always true in the larger public health arena. Tobacco compa 
nies make their profit by selling cigarettes and will actively 
fight efforts to reduce tobacco consumption. The new reality 
at CDC involved groups disputing its findings, such as gun 


lobbyists, and political pressures from both congressional and 


administrative personnel regarding occupational health deci- 
sions, lead abatement recommendations, and tobacco state- 
ments. One Senate Committee demanded the names of 
persons investigated in the liquid-protein diet deaths so that 
it could perform its own investigation. The names were not 
provided. A congressman demanded the names of persons in 
CDC files who tested positive for HIV. Again, the demand 
was refused. But the time and effort required to counter such 
political intrusions increased and became a fact of life that 
continues to decrease the efficiency of public health workers. 
CDC needs to continue to base its decisions on the best avail- 
able science, but factors beyond science continue to contrib- 
ute to public policy decisions. 

\ final example involves Reye syndrome, a problem that 
had concerned CDC for some years. By 1979, CDC had the 
results of three case-control studies from Arizona, Michigan, 
and Ohio, indicating that salicylates (i.e., aspirin) were a risk 
factor under certain conditions. Michigan performed another 
study during the 1980-81 influenza season that also deter- 
mined salicylates were a risk factor for Reye syndrome. 

None of the studies had reached statistical significance, in 
an era when meta-analysis for combining studies for statisti 
cal analysis was in its infancy. The National Institutes of Health, 
Food and Drug Administration (FDA), and CDC all had made 
statements regarding the possible association of medications 
with Reye syndrome; however, those statements had fallen 
short of advising against use of salicylates in children with 
influenza or chickenpox. Outside consultants all agreed that 
the various shortcomings of the studies were insufficient to 
neutralize the consistency of the findings. The aspirin manu 
facturers were unrelenting in their arguments that CDC's sci 
entific reputation would be ruined if the studies were reported 
without having achieved statistical significance. But CDC and 
FDA decided to report on the studies in a joint statement, 
making their shortcomings very clear, in the belief that pedia- 
tricians and parents should have all the information that the 
Public Health Service had. The night before publication, FDA 
called to say it had received new information from the aspirin 
manufacturers and that CDC should delay publication. 

However, the next day, CDC decided to proceed with its 
publication plan. The report in MMWR detailed the short 
comings of the studies and concluded with the following state- 
ment: “Until definitive information is available, CDC advises 
physicians and parents of the possible increased risk of Reye 
syndrome associated with the use of salicylates for children 
with chickenpox or influenza-like illnesses (/2).” 

lhe very surprised aspirin manufacturers descended on the 
assistant secretary of health, who supported the statement. 
They went to the secretary of Health and Human Services, 
who supported the statement. They then went to the White 


House, which told CDC to start a new study. But the word 
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already out. Salicylates were withheld in children with 
kenpox and influenza, reports of Reye syndrome declined, 
vere saved, and science had trumped politics. The chal 
for the future is to continue making the best science 


ible for the benefit of everyone 
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Notice to Readers 
Domestic Violence Awareness Month — 
October 2006 
Violence Awareness Month. | uring 


nonth, CDC is helping raise awareness of the serious 


tober is Domest 


wreventable, problem of intimate partner violence (IP\ 
physical, sexual, or psychological harm caused by a 
t or former dating partner or spouse. This violence can 
mong heterose Xu il Or Same-Sex couples and does not 


C xual intimacy 


Research has indicated that IPV varies in frequency and 
severity, ranging from isolated violent acts to battering, which 
is more frequent and intensive and involves one partner main- 
taining control over the other (/). [PV is a serious public health 
problem affecting more than 32 million persons in the United 
States (2). In 2004, IPV resulted in 1,544 deaths (3). 

lhe longer IPV continues, the more serious the conse- 
quences. Many victims suffer physical injuries (e.g., broken 
bones, internal injuries, or head trauma) that can lead to per- 
manent disabilities. [PV also can have an emotional impact. 
Victims often struggle with low self-esteem, depression, anxi 
ety, and posttraumatic stress disorder. 

IPV increases health-care costs and interferes with the pet 
formance of daily activities, including going to work. CD( 
estimates that the economic cost of IP\ against women 
exceeds $5.8 billion. This estimate includes nearly $4.1 bil- 
lion in direct costs (medical and mental health care) and nearly 
$1.8 billion in indirect costs (lost productivity) (4). 

Chis month, CDC is encouraging communities to plan 
activities that raise awareness of IPV and promote develop- 


ment of healthy relationships. More information on IPV is 


available at http://www.cdc.gov/ncipe/factsheets/ipvtacts.htm. 
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Errata: Vol. 55, No. 26 
National Violent 
| 


Death Reporting System, United States, 2003-2004,” the 


In the report, “Homicides and Suicides 


following errors occurred. 
On page 723, in the first column, the first through fifth 


complete sentences should read as follows: “The most fre 


quently reported mental health diagnoses were depression 


(81.3%), bipolar disorder (9.9%), and schizophrenia (3.3%) 
in 2004. Roughly half of victims were described by family o1 
friends as being depressed before the time of death. Problems 
with a current or former intimate partner contributed to 27.9% 
of suicides. Physical hea!th problems, most commonly in oldet 


adults, contributed to approximately 22.1% of the suicides. 
PI 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Age-Adjusted Death Rates* for the Five Leading Causes of Death — 
United States, 2001-2004 


Cause of death 


“Per 100,000 standard U.S. population 
t 


The five leading causes of death account for approximately two thirds of all deaths in the United States. The 
two leading causes of death, heart disease and cancer, account for approximately half of all deaths. Both heart 
disease and cancer death rates declined substantially during 2001-2004 


SOURCE: Mortality data from the National Vital Statistics System, available at http://www.cdc.gov/nchs 
deaths.htm 








Nearly 17.9% of suicide victims had made previous attempts 


and 16.5% had alcohol dependence problems.” 


On page 723, in the second column, the fourth sentence 


should read as follows: “In 78.7% of these cases, suspects were 


| 
known to victims, and 20.0% of homicides were directly 


associated with intimate partner conflict (i.e., one in which 


an intimate partner killed another partner).” 


Erratum: Vol. 55, No. 10 


In the report, “Evaluation of an Association Between 


Loratadine and Hypospadias — United States, 1997-2001,’ 


on page 220, in the first column, the second sentence of the 
second full paragraph should read, “Among the 1,990 moth- 
ers of infants in the case and control populations, 33 (1.7%) 


reported using loratadine during the exposure period.” 


Erratum: Vol. 55, No. RR-13 


In the MMWR Recommendations and Reports, “| ocally 
Acquired Mosquito- Transmitted Malaria: A Guide for Inves- 
tigations in the United States,” an error occurred on page 2 in 


Figure 2. Maine should read Massachusetts. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending September 30, 2006 (39th Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 
week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 


Disease 
( - 2 23 








Anthrax — 2 
28 39 

69 

21 


67 
2 
156 
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2), OH (1), IN (3), FL (2), CA (6) 


NE (1), NC (19), CA (1) 


MN (3), CO (1) 


MO (1), MT (1), UT (1) 
NY (1), OH (1), WA CA (2) 


rmediate Stapt 


stant Staphy 





i: Not notifiz ym: Cumulative year-to-date counts 
orting yee 5 visional, whereas data for 2001, 2002, 2003, 2004, and 2005 are finalized 
umming the incidence counts for the current week, the weeks preceding the current week, and the two weeks following the current week, for a total of 5 
} years. Additional inf is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage.pdf 
bie in all states 
oth neuroinvasive and non-neuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector 
d Enteric Diseases (proposed) (ArboNET Surveillance) 
nfluenzae (all ages, all serotypes) are available in Table |i 
ionthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention 
rting influences the number of cases reported. Data for HIV/AIDS are available in Table IV quarterly 
J weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases (proposed) 


eported since the beginning of the 2005-06 flu season (October 2, 2005 [week 40]) 


(proposed)). Implementation of 
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AT . 
. pases were 


sles Cases were reported for the current week 
meningococcal disease (all serogroups and unknown serogroups) are available in Table |! 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending September 30, 2006, and October 1, 2005 
(39th Week)* 





Chiamydia' Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States 13,082 18,89 35,1 106,434 7 ¢ re 149 1,643 6,19 177 11 68 14 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 30, 2006, and October 1, 2005 


(39th Week)* 





Giardiasis 


Gonorrhea 


Haemophilus influenzae, invasive 
All ages, all serotypes 





Previous 
Current 52 weeks 
week Med Max 


Cum 


Reporting area 2006 





Previous 
52 weeks 
Med Max 


Current 
week 


Cum 
2006 


Cum 
2005 


Previous 
52 weeks 
Med Max 


Current 
week 





United States 325 315 
New England 


E.S. Central 


W.S. Central 


exa 


Mountain 


Pacific 


Alask 


slands 


6,496 14,136 244,951 


106 288 4,048 
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4 49 
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mmonwealth of Northern Mariana Islands 
able No reported cases N: Not notifiable 
jJata for reporting year 2006 is provisional 


Cum: Cumulative year-to-date counts 


jata reported through the National Electronic Disease Surveillance System (NEDSS) 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 30, 2006, and October 1, 2005 


(39th Week)* 





Hepatitis (viral, acute), by type 





A B 


Legionellosis 





Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 





Previous 
Cum Current 52 weeks Cum Cum 
2005 week Med Max 2006 2005 





United States 8 
New England 


Mid. Atlantic 


E.N. Central 
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W.N. Central 


E.S. Central 
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W.S. Central 


Mountain 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 30, 2006, and October 1, 2005 
(39th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Current 52 weeks 
Reporting area week week Med Max 











United States 23 ‘ 2,153 12,740 7 5 16 23 125 
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mmonwealth of Northern Mariana Islands 


No reported cases N: Not notifiable m: Cumulative year-to-date counts Med: Median Maximum 
fata for reporting year 2006 is provisional 


jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 30, 2006, and October 1, 2005 
(39th Week)* 





Meningococcal disease, invasive 





All serogroups Serogroup unknown Pertussis 

Previous Previous 

Current 52 weeks Cum Cum Current 52 weeks Cum Current 

Reporting area week Med Max 2006 2005 week Med Max 2006 


United States , g Q 148 








Previous 
52 weeks Cum Cum 
week Med Max 2006 2005 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 30, 2006, and October 1, 2005 
(39th Week)’ 





Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
week Med Max 200: 2005 week Med Max 2006 2005 week 2006 


4311 4,700 69 5 246 


166 4 


Rabies, animal 





Reporting area 
United States 67 10€ 





New England 


Atlantic 


Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





rthern Mariana Islands 
orted cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median 
year 2006 is provisiona 

igh the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 30, 2006, and October 1, 2005 
(39th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2005 week Med Max 2006 2005 
United States 59 5€ 17 2.141 2 31 35 23K 104 ‘ . - . 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases. United States, weeks ending September 30, 2006, and October 1, 2005 
(39th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Current 52 weeks Cum Cum 
Reporting area week Med Max week Med Med Max 2006 2005 


United States 7 51 33 30 : 120 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 30, 2006, and October 1, 2005 


(39th Week)* 





West Nile virus disease’ 





Neuroinvasive 





Previous 
52 weeks Cum 
Med Max 2006 


Current 


Reporting area week 


Non-neuroinvasive 





Current 


week 


Previous 
52 weeks 
Med Max 


Cum 
2005 


Cum 
2006 





United States € 1,06 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending September 30, 2006 (39th Week) 


All causes, by age (years) 





All causes, by age (years) 





P&l' All 
>65 45-64 | wii sal <1 | Total Reporting Area Ages 
New England } 329 34 34 1§ 9 37 S. Atlantic 46 711 2 106 32 

MA 137 rg 37 1 : : 7 Atlanta, GA 4 31 0 3 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
orfolk. VA 
ichmond, VA 
Savannah, GA 
St. Petersburg, FL 





All 
Reporting Area Ages 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals September 30, 2006, with historical data 


CASES CURRENT 
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Ratio (Log scale)" 
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